dyskinesis following anterior ST-segment elevation myocardial infarction. This study takes advantage of a patient population with consistent follow-up within the same regional health system, managed at a highvolume academic center, and participating in a detailed prospective clinical database. In reviewing the report, however, we were left with a few questions; the answers to which might be of interest to other readers.
R E F E R E N C E S
The conclusion also assumes that risk-averse operators are as adept as those who regularly perform high-risk cases. One of the benefits touted for public reporting is that it directs higher-risk cases towards superior operators (3).
A final limitation is the exclusion of patients who receive angioplasty at one site, but are then transferred to a different site. This excludes high-risk patients and procedural complications that might significantly alter the final results.
These limitations were not present at a Canadian regional care center, free of the medico-legal and public reporting concerns of the United States. In this setting, regional efforts to more aggressively treat high-risk myocardial infarction patients led to an increase in risk-adjusted mortality despite evidence for preserved procedural quality (4).
This debate also distracts from the more important issue. The real question is whether risk aversion related to public reporting results in public harm. This
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